We retrospectively reviewed the medical records to estimate the feasibility and surgical outcome of laparoscopic herniorrhaphies in patients with previous lower abdominal surgery. Methods: Between December 2000 and December 2008, a total of 1,101 cases of laparoscopic herniorrhaphies were performed in 974 patients, among them 47 cases (4.27%) of laparoscopic herniorrhaphy in 40 patients who had undergone previous lower abdominal surgery were enrolled to this study. Results: Most patients (23 of 24) who had a history of appendectomy successfully underwent laparoscopic totally extraperitoneal (TEP) repair. Six patients who had history of a prostatectomy and 2 patients with a Pfannenstiel incision underwent an intraperitoneal only mesh (IPOM) repair after a failed TEP repair. Five patients had lower midline incisions due to panperitonitis, among them TEP repairs were performed in 3 patients and IPOM was performed after failed TEP repairs in 2 patients who had undergone surgery due to trauma-induced rupture of the bladder. Conclusion: Laparoscopic TEP hernia repair could be possible and reasonable in patients after an appendectomy; however, it is difficult in patients with previous pelvic surgeries. Additional studies are needed to determine whether or not laparoscopic TEP repair for inguinal hernias is feasible in patients who have undergone other general surgical procedures. (J Korean Surg Soc 2010;78:405-409)
INTRODUCTION

METHODS
Between December 2000 and December 2008, a total of 1,101 cases of laparoscopic hernia repairs were performed in 974 patients by 1 surgeon; a retrospective analysis of the medical record was conducted. There were 1,065 TEP repairs, 33 IPOM repairs, and 3 TAPP repairs. Forty-seven cases (4.27%) of laparoscopic hernia repair in 40 patients who had undergone previous lower abdominal surgery were enrolled in this study. We performed laparoscopic TEP repairs as a standard method for hernia repair, but in case which it was failed, IPOM was performed in these patients.
1) Laparoscopic technique
(1) TEP technique: Our TEP approach for inguinal hernias is performed using a 3-port technique. The patient is placed in the supine position, with a slight Trendelenburg tilt and to create the pre-peritoneal space, a 12 mm transverse skin incision is made at the inferior edge of the umbilicus, and the incision is carried down to the anterior rectus sheath. A small incision is then made in the anterior rectus sheath, exposing the rectus abdominis muscle. A channel between the rectus muscle and the posterior sheath is created with blunt endopeanuts (Tyco Healthcare, Norwalk, CT, USA) directed toward the symphysis pubis. A small tunnel is made in the direction of the pubis between the rectus abdominis muscle and the peritoneum. Using a 45 degree telescope and 12 mmHg CO 2 gas pressure, the pre-peritoneal space is developed.
After creation of preperitoneal space, 2 accessory 5 mm ports are placed (the one port at 2 cm superior to the symphysis pubis in the midline and the other is in the middle between the existing 2 ports). After reduction of the hernia sac and parietalization of the spermatic cord, a 13×8 cm Surgipro mesh (Covidien, Mansfield, MA, USA) is placed over the myopectineal orifice. If the hernia was bilateral, other side was repaired with same method using trocars which were inserted previously. and 7 patients (17.5%) had bilateral hernias. Five patients (12.5%) had a history of recurrent hernias. As Table 1 shows, the mean age was 55.17±14.72 years, and there were 38 male patients and 2 female patients. Thirty-three were indirect hernias and 10 were direct hernias, and there were 3 cases of pantaloon hernias and 1 case of a femoral hernia. Table 2 IPOM repair is easier and faster than other types of inguinal hernia repair, but have not been popular because of some problems; 1) high recurrence rate due to mesh migration, 2) adhesive phenomenon with the bowel. (18, 19) However, in these days, there were some reports about successful IPOM repair for inguinal hernia (20) ; but still it is needed that long term follow up and better designed study about IPOM repair to confirm its safety and feasibility. In our study, fortunately there was no recurrence or intraperitoneal complications yet, however, it seemed that long term careful follow ups are needed.
In conclusion, laparoscopic TEP repairs could be possible and reasonable after appendectomy. However, those are difficult in patients with previous pelvic surgeries and had more complications such as seroma, postoperative pain; so other method (IPOM or TAPP or conventional anterior approach) may be appropriated in such cases. Additional data should be collected and reviewed regarding the feasibility of laparoscopic TEP repair in patients who have undergone other types of surgical procedures.
